Acne vulgaris-a disease treatable by the paediatrician Acne is an almost universal problem of adolescence. Fifteen per cent of adolescents with acne have a condition of sufficient severity to warrant advice from a doctor. Eighty-five per cent have physiological acne, and many such patients use preparations bought from a chemist.
Because of the earlier onset of puberty in girls acne is generally seen earlier in them than in boys, and reaches its peak incidence and severity by the time they are aged between 16 and 17 years. In boys the maximum incidence and severity is between 17 and 19 years. Many magazines and some medical books suggest that acne resolves in the late teens or early twenties; this is not necessarily so. Although the incidence and severity may gradually decline, many patients with acne major still have treatable acne when they are aged 23 years.
Acne is basically caused by a defect in the sebaceous glands which leads to the production of large quantities of sebum. This seborrhoea is primarily androgen induced and may represent a (possibly genetic) hyper-responsiveness of the sebaceous glands to circulating androgens. Other aetiological factors are concerned, in particular blockage of the pilosebaceous duct and the subsequent colonisation with Propionibacterium acnes and Staphylococcus epidermidis. Production of biologically active compounds by these bacteria mediates obstruction of the duct and inflammation. Inflammation is due to both immunological and non-immunological factors, and the host response may also be important.
Most currently available treatments work by influencing the P. acnes population; some treatments undergoing active research (not discussed further here), act by directly influencing sebum production which is the main drive to acne.
General advice and support This is mandatory. Many patients and doctors do not realise that acne is a slow-responding disorder; the need for long-term treatment must be stressed, otherwise the patient will stop treatment prematurely and lose faith.
The patient may want to know about diet, washing habits, and cosmetics. There is no outstanding evidence to incriminate food as causing acne; nor are medicated soaps necessary as generally the patient is receiving effective microbial therapy already.
Cosmetics should not be prohibited, and a young girl with bad acne needs (at least for the first few months) some make-up. There is no universal panacea. A non-medicated, lightweight, non-greasy make-up is helpful. Antimicrobial therapy has been and will remain for some years the main treatment in acne. Choice of therapy Oral antibiotics. Patients with moderately severe or severe acne require long-term oral antibiotics; the choice is either tetracycline or erythromycin.
One of the problems with tetracycline is its poor oral absorption; if taken with milk or food, it forms insoluble calcium complexes. It Topical therapy must be given to all patients at all stages of their management and should be applied to the back and chest if these are affected, as well as to the face; the patient often fails to recognise the need to apply topical therapy to these other areas of the body.
Topical antibiotics
In the UK two topical antibiotic preparations are available on prescription. The older one contains neomycin which does not affect P. acnes; it contains low doses of corticosteroids, which are not a good form of therapy for treating facial conditions. The other contains chloramphenicol which does act against P. acnes but it, too, contains a small quantity of corticosteroids.
Other therapies. Other preparations are available on prescription; one contains aluminium oxide of various concentrations and lacks evidence of efficacy. Benzoyl peroxide is available in combination with various concentrations of sulphur but the role of sulphur in acne is debatable; some data suggest that it may in fact be comedogenic, while other results have been contradictory. Another brand contains hydroxyquinoline which has been shown to have some anti-acne effect.
In the British National Formulary, several preparations are described which contain sulphur and resorcin although there is no evidence to support the use of the latter. These preparations are also not very elegant.
Detergent washes are often liked by the patient as they appear to reduce the seborrhoea, but this effect is only temporary. However, such preparations, which may contain 4% chlorhexidine gluconate, do not influence sebum production. 
